was determined by the surgeon. All membranes classified as thin were translucent.
Results-The best postoperative (0.46 (SD 0.24)) and the final visual acuity (0.39 (0,26)) of eyes with recurrent membranes (42 eyes) was statistically better than preoperative vision (0.27 (0.22)) (p=0.0003 and 0.0089). Because metamorphopsia. During revitrectomy the epimacular membrane could be removed from the fovea in all cases, but in three eyes minor remnants were left at the posterior pole. In these eyes with incomplete tissue removal the membranes had only a little structural strength, were friable, and tended to shred. In all eight eyes the final visual acuity after revitrectomy was better than before the first vitrectomy ( Table 1 ). The mean interval between vitrectomy and revitrectomy for recurrent macular pucker was 13-4 (SD 7 7) months.
Best (0 50 (0-21)) and final visual acuity (0A47 (0 25)) of the eight eyes which received a second vitrectomy for removal of a recurrent membrane were not statistically different from the 34 eyes with recurrence of epiretinal tissue but without revitrectomy (best visual acuity: 0.45 (0-25), final visual acuity 0 37 (0 26)) (p=0253 and 0343).
POSTOPERATIVE COMPLICATIONS
The main complication after vitrectomy was the development or progression of lens opacities. Cataract was the reason for the slight visual impairment during the follow up, shown as the mean difference between best and last visual acuity. In the total group (173 eyes), 103 of the 143 phakic eyes (72%) had the preoperative appearance of cataract formation. The severity of lens opacities was graded as: mild (64 eyes), moderate (36), severe (four). The location was not specified. Twenty six eyes (15%) were pseudophakic and four eyes were aphakic before pars plana vitrectomy. Capsulotomy had been performed in five of the 26 pseudophakic eyes.
In the total group of 173 investigated eyes, 76 of 143 preoperatively phakic eyes (530/o) developed cataract; 38 (50%) of them received phacoemulsification and posterior chamber lens (PCL) implantation into the capsular bag during the follow up. The average time between vitrectomy and cataract surgery was 16-8 (SD 9 7) months.
The incidence of retinal detachment after vitrectomy was 4% (7/173 eyes) in the total group. Only one of these seven eyes had been operated on because of macular pucker following retinal detachment surgery. The six adherent to the retina throughout the zone of contact. But incomplete removal of the epiretinal membranes was no risk factor for regrowth.
The incidence of recurrence of epiretinal membranes is low and is reported to be up to 6% in idiopathic cases.2 14 17 18 The incidence of secondary membrane regrowth is up to 33%.17 In our study no correlation between primary or secondary epiretinal membrane and the rate of regrowth could be detected. This result was also obtained if the 30 eyes with earlier cataract procedures were classified as idiopathic epiretinal membranes.
Preretinal macular fibrosis has been reported not only in association with ocular diseases, but also with several systemic disorders. These include arteriosclerosis, diabetes mellitus, and hypertension.19 20 In our series, 64 of 173 investigated eyes (37%) were from patients who had hypertension. This is comparable with the study ofAppiah et a121 in which the proportion of patients with vascular hypertension was 36'4%. In our study, associated systemic disorders such as diabetes mellitus without diabetic retinopathy and hypertension did not influence the recurrence rate. Our study was not prospective and the calculation of the recurrence rate may be biased by the fact that not all 350 consecutive eyes which were operated on for macular pucker could be observed over a minimal follow up period of 6 months. In conclusion, we were unable to prove any statistically significant risk factor for the regrowth of macular pucker after vitrectomy.
Presented in part at the XIXth meeting of the Club Jules Gonin, 9-13 September 1994, Versailles, France.
